Mother-Infant Attachment: Path Analysis of the Predictive Role of Trauma Therapy and Select Demographics on Mother\u27s Cognitive Responses by Knapp, Nicole D
Andrews University 
Digital Commons @ Andrews University 
Dissertations Graduate Research 
2020 
Mother-Infant Attachment: Path Analysis of the Predictive Role of 
Trauma Therapy and Select Demographics on Mother's Cognitive 
Responses 
Nicole D. Knapp 
Follow this and additional works at: https://digitalcommons.andrews.edu/dissertations 
Recommended Citation 
Knapp, Nicole D., "Mother-Infant Attachment: Path Analysis of the Predictive Role of Trauma Therapy and 
Select Demographics on Mother's Cognitive Responses" (2020). Dissertations. 1727. 
https://digitalcommons.andrews.edu/dissertations/1727 
This Dissertation is brought to you for free and open access by the Graduate Research at Digital Commons @ 
Andrews University. It has been accepted for inclusion in Dissertations by an authorized administrator of Digital 
















MOTHER-INFANT ATTACHMENT: PATH ANALYSIS  
OF THE PREDICTIVE ROLE OF TRAUMA THERAPY  











Nicole D. Knapp 
 
 


















Title: Mother-infant Attachment: Path Analysis of the Predictive Role of Trauma 
Therapy and Select Demographics on Mother’s Cognitive Responses 
 
Name of researcher: Nicole D. Knapp 
 
Name and degree of faculty chair: Dennis Waite, Ed.D. 
 




The best outcome for attachment when an infant is born would be a secure 
attachment, but this is not always the case. Insecure attachments are likely to be formed 
when the mother has experienced domestic violence given the right environment (Huth-
Bocks et al., 2011; Theran et al., 2005).  A previous study showed that changes to 
attachment due to postnatal intervention are based on external behaviors rather than 
internal though processes (Theran et al., 2005).  Because of this, the purpose of this study 





Participants completed a survey which measured the tolerance, acceptance, 
pleasure in proximity, and competence as a parent in regard to the mother’s response to 
her child(ren) ages zero to six months old, as well demographic information.  Data was 
analyzed using a one-way multivariate analysis of variance (MANOVA), a one-way 
analysis of variance (ANOVA), post hoc tests, and a path analysis to answer two main 
research questions and five sub-questions.  
 
Results 
The MANOVA results showed a marginally significant difference among the 
trauma therapy categories on the dependent variables. Subsequent ANOVA results 
showed that, individually, trauma therapy had a significant effect on tolerance, pleasure 
in proximity, and competence as a parent.  Bonferroni post hoc analysis showed that not 
attending therapy significantly differs from attending group therapy in regard to 
competence as a parent. 
 The hypothesized model was a good fit for the data.  This model indicated a weak 
statistically significant direct effect of childhood abuse on trauma therapy. Race, 
childhood abuse, and support system all had weak statistically significant direct effect on 
ATT and trauma therapy had a weak moderately significant direct effect on ATT. 
 
Conclusion 
This study was designed to help understand if various types of trauma therapy 
could be effective in the formation of a more secure attachment between mother and 
infant when the mother has had a history of domestic violence.  This study also looked to 
understand if various demographic factors have an effect on the attendance of trauma 
therapy or on ATT, either directly or as mediated through trauma therapy.  Results have 
indicated that when looking at maternal attachment responses, it may be more beneficial 
to look at the individual types of trauma therapy and areas of attachment rather than at 
trauma therapy and attachment as wholes.  In regard to demographic factors, there were 
weak significant direct effects found for both trauma therapy and ATT.  This study also 
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Background of the Problem 
 In an article written for PewResearch, Livingston and Bialik (2018) reported that 
on average, mothers who were also in the labor force in 2016 were dedicating about 14 
hours a week to childcare.  This was about six hours more than the fathers during that 
same year and about four more hours than what was reported by working mothers in 
1965.  This is in addition to the estimated 27% of all mothers who are stay-at-home 
moms (Livingston, 2018).  With millions of individuals experiencing domestic violence 
(DV) each year (Centers for Disease Control and Prevention, 2017), it could be presumed 
that many of those, whether they be working or stay-at-home mothers, whom are the 
primary caregivers, are experiencing or have experienced some form of DV.  While 
previous studies have already examined the impact of DV on the mother’s ability to form 
a secure attachment (SA) with their child, this study looked to ways for improving the 
attachment that was formed by examining the impact in which trauma therapy conducted 








Statement of the Problem 
Hamilton et al. (2019) reported that provision numbers for live births in the 
United States was 3,788,235 in 2018.  This is almost four million opportunities for 
women to bond and create a SA with their infant.  However, a SA will not be created out 
of all the live births.  One reason for this is the impact of DV on how the mother views 
herself as a mother and how she views and reacts to the child (Huth-Bocks et al., 2004; 
Levendosky, Bogat, & Huth-Bocks, 2011; Lyon-Ruth et al., 2005).  Levendosky, Bogat, 
Huth-Bocks, Rosenblum et al. (2011) among others have found that mothers who 
experience DV have a higher chance of creating an insecure attachment (IA) with their 
child.  While Theran et al. (2005) found that progress towards the creation of pseudo SA 
relationship can be made, those who begin with an IA relationship are unable to move 
towards a true SA relationship.  Later in their lives, children who experience an IA with 
their primary caregiver have grown to be more maladjusted both socially and emotionally 
when relating to peers and significant others as compared to their peers who experienced 
a SA throughout childhood (Benoit, 2004). 
While some researchers (Huth-Bocks et al., 2011; Levendosky, Bogat, & Huth-
Bocks, 2011; Malone et al., 2010) have suggested future exploration of interventions 
postnatally to aid in the development of a SA between mother and child, Theran et al. 
(2005) has shown that this may develop an attachment that only looks like SA rather than 
truly being secure.  Because of the impact on both mother and child, it appears to be an 
issue that should be addressed during the early stages of attachment development, shown 
to be during pregnancy (Félix Teixeira et al., 2016).  At the time, there is no research that 




Purpose of the Study 
 One purpose of this study was to compare the therapy categories (individual 
therapy, group therapy, a combination of group and individual therapy, or no therapy) 
and the observable attachment factors (tolerance, acceptance, pleasure in proximity, and 
competence as a parent).  Another purpose of this study was to explore potential 
predictive roles of demographic factors (race, income, support system, marital status, 
childhood abuse, and trauma therapy) on attachment.  This study aimed to further the 
understanding of which general category of intervention may assist in the formation of 
SA between mothers and their infants when the mother had a history of DV and which 
predictive factors may effect this attachment. 
 
Research Questions 
 The following research questions were used for this study: 
1. Are there significant mean differences in secure mother-infant 
attachment (as measured by tolerance, acceptance, pleasure in 
proximity, and competence as a parent) for the four trauma therapy 
categories? 
a. Are there significant mean differences in tolerance for the four 
trauma therapy categories? 
b. Are there significant mean differences in acceptance for the 
four trauma therapy categories? 
c. Are there significant mean differences in pleasure in proximity 




d. Are there significant mean differences in competence as a 
parent for the four trauma therapy categories? 
2. Are the theoretical covariance matrix and the empirical covariance 
matrix equal? 
a. If the model is consistent, what are the estimated direct, 
indirect, and total casual effect among the variables? 
Figure 1 shows the hypothesized model for Research Question 2.  This model 
hypothesizes that race/ethnicity, size of support system, marital status, income level, and 
a history of childhood abuse impact attachment between mother and infant directly and 













Significance of the Study 
 The topic that was chosen for research was the difference between trauma therapy 
and SA between mother and infant when the mother had a history of DV. Research, as 
shown in the literature review, has found that women who experience DV during 
pregnancy are more likely to view their newborns as themselves (victims who are 
helpless) or as their abuser (Huth-Bocks et al., 2004; Levendosky et al., 2011; Lyon-Ruth 
et al., 2005). These views of the newborn, according to these studies, led to one of the 
three forms of IA.  While studies have shown that those who receive counseling after 
giving birth may be able to move toward what appears externally to be a SA, it appears 
that a true SA did not develop.  This not only affected the mother-infant/child 
relationship, but also effected the child as they grew into peer and adult attachment 
relationships. 
 In examining the difference between trauma therapy prior to giving birth and the 
formation of mother-infant attachment, it may be possible to find which approach to DV 
focused trauma therapy has a significant mean difference with SA between mother and 
infant.  With this information, it may be possible to create a trauma focused approach to 
therapy which aids in the formation of SA between mother and infant.  This could have 




This study was conceptually thought of through the lens of attachment theory.  
Attachment theory examines the way in which individuals emotionally and physically 




the study, the link that was examined was between mother and infant.  Attachment theory 
is traditionally thought of as the infant exhibiting specific behaviors to draw the attention 
of their primary caregiver (typically the mother) in order to form a stronger link to them.  
However, it is not just the behaviors of the infant that form the link, but also the response 
of the primary caregiver (Ainsworth et al., 1978; Benoit, 2004; Sroufe, 1988; van 
Ijzenfoom et al., 1999).  If the primary caregiver responds in a consistently loving 
manner, then it is likely that SA will develop.  If the primary caregiver responds in an 
inconsistent manner or in a way that does not express love, then one of the three forms of 
IA is likely to develop within that relationship. 
In addition to attachment theory, this study was conceptualized through my own 
observations through my undergraduate internship at an emergency DV and sexual 
assault shelter that allowed infants and young children to enter with their mothers.  
During this time, I was able to observe mother-infant and mother-child relationships in 
which the mother was either overly protective (typically with daughters), overly critical 
or aggressive (typically with sons), as well as some who showed a SA with their child.  
The mothers who appeared to have a SA with their children were actively involved in 
counseling with a staff member (both formally and informally).  Those who appeared to 
have an IA with the children, I observed, tended to speak to staff in order to get 
something they wanted or to ask if the staff could watch their children so they could go 
out.  They also tended to speak about their experiences with short sentences when asked 
during the intake interview.  The differences between these two “types” of mothers have 
led to a personal query of the impact of counseling/therapy may have on the attachment 




with a professional about their experience of DV and affecting the later development of a 
SA. 
With respect to this study, attachment theory was understood through the response 
of the mother to her infant.  The mother’s response to her infant, or thoughts of her infant, 
were measured as a way to understand the attachment that may have formed between the 
mother and her infant.  While previous literature has shown that the mother’s response to 
her infant can correlate with how she views the child, the current study examined if 
addressing and remediating these views and responses through trauma therapy correlates 
with a SA style between the participants and their infants. 
 
Definition of Terms 
 Domestic Violence: Domestic violence is the use of various tactics in order for 
one partner to control the other (Department of Justice [DOJ], 2017; National Domestic 
Violence Hotline [NDVH], n.d.; No More, 2018). In this study, DV will be defined as a 
male or female partner using various tactics in order to gain and maintain control of a 
female partner. 
 Insecure Attachment: Insecure attachment is a form of attachment in which the 
mother’s reaction to thoughts and behaviors in regard to their infant are feelings of 
depression, tension, anger, fatigue, and confusion.  Insecure attachment is made up of 
three attachment styles: avoidant, anxious, and disorganized (see Ainsworth & Bell, 1970 
and Benoit, 2004 for style definitions). 
 Secure Attachment: Secure attachment is a form of attachment in which the 
mother’s reaction to thoughts and behaviors in regard to their infant are feelings of joy, 




 Trauma: Trauma is defined as the emotional reaction to past events that continues 
to be experienced as “unpredictable emotions, flashbacks, strained relationships and even 
physical symptoms like headaches or nausea” (American Psychological Association 
[APA], 2018, para. 1).  For this study, trauma is focused on the past events of DV that 
continue or continued to be experienced by the woman after the relationship had ended. 
 Trauma Therapy: Trauma therapy is a general term for therapy that focuses on 
past trauma.  For this study, the focus of therapy would be DV. 
 
Limitations and Delimitations 
 One of the limitations of this study is the ability to generalize the results of this 
study to the wider target population.  Due to sample size, results of this study should be 
applied to the larger population with caution until further research can be conducted with 
larger samples.  Another limitation was in regard to the self-report measures that were 
being utilized in the study.  Due to the measures being self-report, there was the potential 
for participants to answer the questions in an untrue manner. 
 There were a couple delimitations for the study that need to be acknowledged.  
The first delimitation: Trauma therapy was not conducted by the research leaving it open 
for unpredictability on the effectiveness and content that was discussed.  The decision to 
not conduct the trauma therapy during the study was made due to the lack of adequate 
resources necessary for the research to conduct therapy.  Through the demographic 
information collected, it was hoped to gauge whether or not the participant felt the 
therapy was effective.  A second delimitation was the possibility for participants who 




those who have not experienced DV, the use of online data collection meant that some 
individuals may have stated that they had experienced DV even though they had not. 
 
Organization of Study 
 The study was organized into five chapters.  Chapter 1 was an overview of the 
background of the study, the conceptual framework, and the limitation and delimitations 
that were found prior to conducting the study.  Chapter 2 is a review of the literature in 
the areas of attachment theory, trauma theory, domestic violence, and how these three 
areas come together to impact mother-infant and mother-child attachment.  Chapter 3 is 
an overview of the methodology for the study including the sample and the analyses that 
were used for the study.  The results of the study will be discussed in Chapter 4 followed 

















 To determine how to help mothers form a more SA with their children, it is 
important to look at all of the factors that have the potential to play a role in how the 
mother responds, views, and attaches to others.  In this chapter, various factors will be 
discussed individually and in combination to evaluate their influence on mother-infant 
attachment.  The first area of evaluation is attachment theory followed by trauma theory.  
Domestic violence will then be discussed as the final individual factor.  These three areas 
will be combined in order to review the literature pertaining to mother-infant attachment 
when DV and past trauma play a role in the formation of attachment between the mother 
and her child from pregnancy through childhood. 
 For this literature review, articles were searched for using Google Scholar and 
EBSCOHost.  Keywords used to search included various combinations of “attachment,” 
“trauma,” “mother-infant attachment,” “mother-child attachment,” and “domestic 
violence.”  Articales were chosen based on their relevance to the current research and, in 
some cases, the year of publication.  All articles selected were also required to be peer 
reviewed and available for full article downloads by the researcher.  A few of the articles 






 Attachment is a multifaceted construct that cannot have a specific definition, but 
must be examined individually within each relationship (Ainsworth & Bell, 1970).  
However, even with the individuality of attachment, theorists have been able to find a 
common understanding of how to define attachment.  Attachment is typically defined as 
the affectional link between one individual and another target individual demonstrated by 
specific behaviors that try to increase the level of connection (Ainsworth & Bell, 1970; 
Benoit, 2004; Bowlby, 1969).  This connection is typically looked at through the 
relationship between child and parent which examines the behaviors that the child 
employs to gain a closer attachment to the parent. 
 In her 2004 article, Benoit describes the four types of attachment: secure, 
avoidant, resistant, and disorganized.  Starting at about six months of age, infants begin to 
develop the ability to anticipate the type of response they will receive from their parent 
leading to the development of attachment behaviors and subsequently an attachment type 
being displayed more often than other types (Ainsworth et al., 1978; Benoit, 2004; 
Sroufe, 1988; van Ijzendoorn et al., 1999).  The behaviors that indicate attachment are 
typically defined as those that show the child as trying their parent(s) (Ainsworth & Bell, 
1970; Bowbly, 1969).  This closeness may be shown as either physical closeness or a 
closeness in communication (Ainsworth & Bell, 1970).  Examples of this could include 
moving towards the parent or clinging to them, smiling, crying, or calling out to the 
parent (Ainsworth & Bell, 1970; Bowlby, 1969).  Parents who respond with love and 
affection to the child’s attachment behaviors may create a more secure environment and 




provide an environment in which an avoidant, resistant, or disorganized attachment 
behaviors are developed and therefore prompt the growth within those types (Ainsworth 
& Bell, 1970; van Ijzendoor et al., 1999).  As reported in 1970 by Ainsworth and Bell, it 
is important to remember that attachment has many factors that must be examined in 
order to determine an individual’s attachment at that stage in their life.  While an 
individual may have one type of attachment in infancy and childhood, expression of 
different attachment types may be displayed later in life dependent on their lived 
experiences. 
 Typically, attachment during infancy and early childhood is between parent and 
child, but this changes as the child grows.  Bowlby (1969) reported that as the child 
grows into adolescence and adulthood, the targets of attachment start to shift to peers and 
those that they are attracted to.  Bowlby (1969) continued to report that as an individual 
grows into old age, they are no longer able to attach to those in generations before them, 
or even within their same generation.  This leaves older individuals to then attach to those 
that are younger than them, such as their grandchildren.  These findings show that 
attachment is not static and may give hope to those that may not have had a SA in the 
early stages of their life.  As they grow, these individuals may be able to form a more SA 
with others within their age group or in the younger generations. 
 
Mother-Child Attachment 
 Mothers with a SA style have been found to be beneficial to the growth of their 
child in various ways, one of which is the child’s development of a SA style (Grossman 
et al., 2002; von der Lippe et al., 2010).  Children with a SA to their parent(s) have been 




own thoughts and feelings, had more open conversations with the parents, have 
developed high executive functioning in the form of behavior strategies for when they 
may be experiencing the emotions of sad, angry, or upset, and tend to be overall more 
engaged in conversations than their peers who developed within an IA environment 
(Grossmann et al., 2002; Hsiao et al., 2015; von der Lippe et al., 2010).  The mother’s SA 
style may allow them to be more sensitive to their child which aids the child’s 
development in exploration of the through and feelings which gives the child more 
opportunities to express themselves and elaborate on what they had previously said 
(Behrens et al., 2016; Hsiao et al., 2015). 
 Unfortunately, SA do not occur in all mother-child relationships.  During 
pregnancy, mothers who are rated as having attachment anxiety are more likely to be 
worried (Trillingsgaard et al., 2011).  Those who are rated with either attachment anxiety 
or attachment avoidance were both found to have parenting related stress at a higher rate 
than their peers one year after giving birth (Trillingsgaard et al., 2011).  Both of these 
outcomes could lead to the child’s development of an IA style that may lead to the child 
being emotionally flat, lacking much substance or engagement in conversations or being 
less organized, incoherent, or exaggerated in their conversations, possibly stating that 
they have a lack of trust in their mother’s parenting behaviors, and an increased 
likelihood of being diagnosed with Attention Deficit/Hyperactivity Disorder (De Winter 
et al., 2016; Hsiao et al., 2015; Salari et al., 2017). 
 While there is a possibility of a mother and child showing IA styles, DiCarlo et al. 
(2014), have found that if a mother takes parenting classes within her child’s first 18 




(2014) found that mothers were able to increase the rate of positive maternal responses, 
such as celebrating, protecting, communicating, and guiding their infant’s learning.  This 
in turn increased the amount of communication in their infant which began the cycle of 
increasing the amount of positive maternal responses displayed by the mother. 
 
Adult Attachment 
 Attachment styles within childhood has also been shown to have an effect on an 
individual’s attachment style and relationship satisfaction in adulthood (Pascuzzo et al., 
2013; Rodriguez & Ritchie, 2009; Tillingsgaard et al., 2011).  Pascuzzo et al. (2013) 
found that adolescents with greater insecurity in regard to attachment to their parents and 
peers may also have higher rate of an anxious attachment in romantic relationships during 
adulthood.  This anxious attachment could also lead to lowered relationship satisfactions 
within their romantic relationships (Tillingsgaard et al., 2011).  However, those who were 
able to evaluate their relationships with their parents more objectively and create healthy 
defense mechanisms, were able to form secure relationships and redirect their attachment 




 The APA (2018) has defined trauma as “an emotional response to a terrible 
event” that has been shown to have long term implications in the form of “unpredictable 
emotions, flashbacks, strained relationships and even physical symptoms like headaches 
or nausea” (para. 1).  However, the reaction to various events vary widely and are 




the individual may experience present day events with the awareness of what had 
occurred in the past (Maté, 2003a).  Research also shows that behavioral responses are 
due to the changes that occur in our brain due to experiencing the event that the 
individual interprets as traumatic (van de Kolk, 2014). 
 
Trauma Theory and Hormone Activation 
 It has been found that the trauma an individual experiences has the potential to 
increase the level of activity for stress hormones such as adrenaline and cortisol (Maté, 
2003a; van der Kolk, 2014).  These stress hormones, when experienced over a long 
period of time throughout the individual’s life, may create a state of unease when it is not 
there (Maté, 2003a).  With the decrease in the levels of adrenaline and cortisol, an 
individual may not only feel uneasiness, but may also be led to seek out experiences that 
would raise the hormone levels in order to feel what they have come to experience as 
their normal.  Maté (2003a) also stated that research has found uncertainty, lack of 
information, and a loss of control to be factors that could lead to experiencing stress. 
These three factors are also often found in traumatic events such as relationships where 
DV is present.  Because of this, those who experience a traumatic event, and therefore 
high levels of stress, may react in what Levine (2015) calls a “kill or be killed” stance 
(pp. 40-41).  This typically is referred to a fight or flight response and results in the 
individual either fighting against what they are experiencing, or falling into shame and a 
sense of helplessness.  All this prompts the individual to do what it is that they feel they 
need to do in order to survive.  This sense of helplessness, regardless of whether it is real 
or perceived, has been shown to be a possible trigger and increase activation of stress 




have effects on the way that the individual feels about the world around them, but may 
also have implications on various areas of the brain. 
 
Trauma Theory and the Brain 
 Trauma has been shown to not only increase hormone levels, but to also alter 
areas of the brain that allow the individual to feel alive (van der Kolk, 2014).  These 
changes in the brain have been shown to increase an individual’s vigilance and change 
the evolutionary survival mechanisms that have allowed the human species to survive 
(Maté, 2003a; van der Kolk, 2014).  Due to a possible inability to distinguish or avoid 
potentially dangerous situations, some individuals repeat experiences within dangerous or 
stressful environments leading to the brain being in a continuous state of heightened 
stress as its norm (Maté, 2003a; van der Kolk, 2014).  When applied to DV survivors, the 
alterations that have been made to the brain and the seeming inability to learn from 
experiences that have been repeated throughout one’s life, would appear to explain, 
partly, the reason that some individuals do one of the following: continue to remain in the 
violent relationship, move from one violent relationship to another, or forever be on 
guard for a good relationship to turn violent. 
 
Domestic Violence 
 Domestic violence is defined as a pattern of behaviors that are used within a 
relationship by one partner to gain or maintain control over the other (DOJ, 2017; 
NDVH, n.d.; No More, 2017).  This can be done through physical harm, threats and 
intimidation, economic control, sexual violence, harassment and stalking in person and 




occurring at the same time rather than in individually.  Both the DOJ (2017) and the 
NDVH (n.d.) state that DV can occur within relationships of any race, ethnicity, age, 
religion, gender, sexual orientation, education level, and financial status.  The DOJ 
(2017) continues by stating that DV does not only affects the two individuals in the 
relationship, but also those around them including children, family members, friends, and 
co-workers. 
 
Types of Domestic Violence 
 There are six types of DV that are generally acknowledged by the DOJ (2017) and 
the NDVH (n.d.).  These include: (1) physical abuse or the act of physically harming 
someone; (2) sexual abuse is the act of coercing, attempting to coerce, or forcing a 
partner into any sexual act; (3) reproductive coercion or the act of interfering with the 
partners reproductive system and/or choices including the use or pressure, guilt, and/or 
shame to become pregnant or to end a pregnancy; (4) emotional or psychological abuse 
which is defined as the tearing down of the partners self-esteem/self-worth; (5) economic 
abuse or the act of making or attempting to make an individual financially dependent by 
maintaining control over financial resources within the relationship; and (6) digital abuse 
which is the use of technology to harass, stalk, or intimidate a partner which often 
appears as emotional abuse through the use of text, phone, and/or social media. 
 
Factors Influencing Domestic Violence 
 While perpetration of DV is a choice that one makes, there has been research to 
show factors which could help in priming an individual to be more apt to be violent 




lack of resources for victims to leave (Jackson, 2015), family history of DV and/or child 
abuse (NDVH, n.d.; Scott Tilley et al., 2008), and beliefs of superiority of the part of the 
perpetrator (NDVH, n.d.; Scott Tilley & Brackley, 2005). 
 When speaking about DV as a learned behavior, research typically examines 
adults who were raised within a home where DV had occurred (NDVH, n.d.; Scott Tilley 
et al., 2008).  These individuals typically witnessed violence, either physical or other, 
between their parents and may be a survivor of childhood abuse themselves.  Adult 
perpetrators of DV may have also learned these behaviors from friends or pop culture 
which could lead to the desensitizing, minimizing, and/or justifying violence, the 
objectification of women, and/or as examples of how to use power over another in order 
to get what one wants (NDVH, n.d.; Scott Tilley & Brackley, 2005). 
 Scott Tilley and colleagues (2008) found that those who are perpetrators of DV 
may struggle with social isolation, depression, and low self-esteem.  This study also 
found that these individuals may have a hard time trusting those with whom they are in a 
relationship with.  Lack of trust may be a result of past trauma, but likewise has the 
potential to increase conflict within the relationship.  
Conflict in a relationship could be due to any number of problems, just as it is 
within relationships that do not include DV; however, the difference may be what Scott 
Tilley et al., (2008) found to be a lack of anger management skills and having aggression 
towards women being reinforced throughout the individual’s lifetime.  The use of drugs 
and/or alcohol combined with conflict in the relationship similarly have the potential to 
increase the likelihood of someone becoming violent (NDVH, n.d.; Scott Tilley et al., 




that the likelihood for perpetrating DV increases with alcohol use of those who have a 
history of problematic drinking and are acutely intoxicated at the time of the conflict. 
 
Beliefs and Attitudes Regarding  
Domestic Violence 
 While there have been advances in knowledge of DV and the factors that 
influence violence towards a partner, there are still attitudes that impact society’s view.  
One of these beliefs is that woman should leave the relationship as soon as her partner 
begins to become violent (Jackson, 2015).  Unfortunately, services available to women, if 
they exist at all, are especially scarce for those who live in rural areas, are scarce in the 
areas where they exist at all (Peek-Asa et al., 2011).  The belief that a woman can easily 
leave an abusive relationship demonstrates a lack of understanding of the dynamics 
cultivated by DV and the woman’s ability to overcome its damage.  This is true 
especially for women of color who, traditionally, have lesser options due to gender, race, 
and financial status when compared to their white majority counterparts (Jackson, 2015). 
 For women who try to end the relationship through legal means, they find 
themselves facing even more attitudes about DV.  Farris and Holman (2015) found that 
within sheriff’s departments throughout the United States, there are many sheriffs who 
believe that DV is a family issue that should be dealt with in the home. Farris and 
Holman (2015) also found that there are many sheriffs who hold the belief that violence 
(physical or sexual) was due to something that the woman had done, such as wearing 
certain clothing, or due to the lack of income, education, or the use of drugs or alcohol 




law, individuals who are experiencing DV may not have the option to find the legal 
means to leave the relationship.   
Jackson (2015) found that judges and jurors who are responsible for determining 
the fate of those tried for homicide due to self-defense in a relationship where DV is 
present, also hold biases that harm the woman and lead to harsher sentencing.  Biases that 
were discussed included a belief that those who wish to leave a relationship may do so 
whenever they please, that women are inherently docile and therefore it is only someone 
who is truly dangerous to society who would follow through with homicide, and that 
because the perpetrator of violence is not there to defend himself, it may have been the 
woman who was the true perpetrator of violence within the relationship (Jackson, 2015). 
 
Trauma Therapy and Domestic Violence 
 There are many forms of trauma therapy; however, it is typically defined as a type 
of therapy that helps the individual cope with the effects of their traumatic experiences 
(California Evidence-Based Clearinghouse for Child Welfare, n.d.).  This trauma may 
have occurred at any time during the individual’s life and comes in many forms.  In 
regard to the therapy itself, there are guidelines set forth to help professionals in 
conducting therapy.  Substance Abuse and Mental Health Services Administration (2014) 
shared two sets of mnemonic guidelines for professionals to remember when working in 
the area of trauma.  The first was the three E’s: Events, Experience, and Effects. Events 
are those circumstances that are later remembered as traumatic for the individual.  
Experience is how the individual views those traumatic events. Effects are the long-
lasting adverse consequences of the traumatic event(s).  The second are the four R’s: 




regard to understanding how the traumatic events not only impacted the individual, but 
all those around them as well.  Recognizing is for the ability to see the signs of trauma in 
terms of being able to screen and assess for trauma.  Responding is the application of 
trauma-informed approaches.  Lastly, Resist Re-traumatization is to avoid inadvertently 
creating an environment that may interfere with the individual’s ability to grow and 
overcome their trauma.  While one study (Zlotnick et al., 2011) found marginal impact on 
depression and post-traumatic stress disorder (PTSD) symptoms when using the 
interpersonal psychotherapy approach with women during pregnancy, other studies have 
found significant differences with other approaches. 
 One approached used within DV shelters is the Helping to Overcome PTSD 
through Empowerment approach (Johnson & Zlotnick, 2009).  This approach is a short 
term cognitive-behavioral approach focused on stabilization, safety, empowerment, and 
skills to help manage PTSD symptoms once the woman has left the shelter and is 
interacting with community programs and resources on their own.  In their study, 
Johnson and Zlotnick (2009) found both significant and clinically meaningful decreases 
in PTSD and depressive symptoms, loss of personal and social resources, and degree in 
social impairment with these results lasting up to six months after the women had left the 
domestic violence shelter. 
An approach for individual use not specific to the DV shelter setting is Cognitive 
Trauma Therapy for Battered Women (CTT-BW; Kubany et al., 2003).  This approach is 
a treatment protocol that combines elements from prolonged exposure and cognitive 
processing therapy to reduce avoidance and dysfunctional thoughts and beliefs about 




session in-vivo and imagery work as well as homework assignments to be completed in 
the client’s normal environment.  Beck et al. (2016) found in their replication study that 
the use of CTT-BW significantly reduced the levels of PTSD, depression, and anxiety 
within the sample population.  They also found a reduction in negative cognitions, guilt, 
and shame related to their traumatic history. 
A different approach that studied female survivors of DV was completed by Tutty 
et al. (2016).  These researchers looked at the effectiveness of group therapy for women 
who had a history of DV.  The group program that was utilized was the You’re Not 
Alone program which is based on a narrative approach with the goals of recognizing and 
understand abuse dynamics, taking responsibility for choices that are made, practice in 
helping the participant begin to trust in their decision-making skills, and help the 
participant increase their confidence in their ability to create healthy relationships in the 
future.  Tutty et al. (2016) found lower depression and anxiety symptoms and higher self-
esteem for those who completed the program when comparing pre- and post-intervention 
results. 
While the above approaches are designed for use within face-to-face sessions, it 
has been reported that mental health providers may be harder for some individuals to find 
based on their location (Health Resources & Services Administration, 2018).  One option 
to combat this was studied by Gary et al. (2015).  The use of Telehealth therapy, 
particularly with prolonged exposure and cognitive processing therapy approaches, 
helped to decrease PTSD symptoms for women who had experienced DV or sexual 
assault showing participants were asymptotic by two to three months after their assault 




PTSD decrease, but the clients reported satisfaction with every part of the telehealth 
process. This suggests that the previous barriers to providing mental health may for those 
who are able to participate in telehealth therapy. 
  
Mother-Child Attachment and Domestic Violence 
 Understanding attachment, trauma, DV, and trauma therapy individually and in 
combination are important; however, for this study, it is also important to understand the 
impact they have when combined.  This section will focus on the how these three areas 
come together to influence the attachment between a mother and her infant beginning in-
utero.  First, the mother’s views of herself and her own abilities will be explored with a 
focus on how childhood attachment, trauma, and current DV has an impact on the way 
she views her ability to parent her child.  This is followed by a review of literature that 
looks firstly at attachment between mother and fetus or infant and then attachment 
between mother and young child. 
 
Influences on Perceived Maternal Capability 
Mother’s Childhood 
 While it has been documented that childhood abuse has many effects on 
adulthood (see Danese et al., 2009; Dube, et al., 2001; Whitefield et al., 2003; Winnicott, 
1987), it is of importance for this study to examine its impact on attachment to one’s 
child.  Women who experience child abuse or neglect are more likely than those who did 
not to experience an unwillingness or inability to properly care for or attach to their child 
(Levendosky & Graham-Bermann, 2001; Malone et al., 2010; Maté, 2003b). Malone et 




their own parents which may lead them to having varying and impractical beliefs of their 
own child.  However, it was found by Lyon-ruth et al. (2005) and Winnicott (1987) that it 
is not the actual abuse that occurred which may result in a lack of ability to properly care 
for one’s child, but how the woman remembers these events and relationships.  Those 
who remember these events by devaluing the target parent or by seeing themselves as 
intrinsically bad and the reason for the abuse or neglect, may have a higher likelihood of 
not being able to form a SA in adulthood with others, especially their own children 
(Levendosky & Graham-Bermann, 2001; Lyons-Ruth et al., 2005). 
 
Impact of Domestic Violence 
 Domestic violence within a relationship has the potential to have a negative 
impact on the individual being abused, including in how they may view themselves as a 
parent.  Dependent on the mother’s personality type, DV may act as a trigger for thoughts 
that devalue her and her abilities to parent (Huth-Bocks et al., 2004; Lannert et al., 2013).   
Conversely, Lannert et al. (2013) found that certain personality traits may actually 
act as a buffer to the effects of DV allowing the mother to view herself and her child as 
independent and increasing the odds of have a balanced representation.  For those without 
these traits, DV may have a large impact on the mother’s representation of herself and her 
child.  The presences of DV could take energy from the parenting of the child and put it 
towards her relationship with her partner (Levendosky, Bogat, Huth-Bocks, Rosenblum 
et al., 2011; Pires de Almeida et al., 2013); a task that has been shown to negatively 
impact the psychological abilities of the mother (Levendosky & Graham-Berman, 2001).  




protection from their relationship or as apprehensive, absent-minded, and doubtful due to 
the relationship (Huth-Bocks et al., 2004; Malone et al., 2010). 
 
Maternal Views of Child 
 While women in the United States are pregnant, they are often told stories of how 
amazing pregnancy is.  They are told stories from other mothers fondly remembering the 
first time they felt their child move or how they couldn’t wait for their child to be born.  
However, when DV is present, women do not always experience these same moments as 
joyful.  Research has found that women who experience DV during their pregnancy may 
project views of themselves or of their abuser onto the child (Huth-Bocks et al., 2004; 
Levendosky, Bogat, & Huth-Bocks, 2011; Lyon-Ruth et al., 2005) which in turn 
impacted the way that they viewed the child during pregnancy and the fears that they 
have leading up to the child’s birth.  In their 2004 study, Huth-Bocks et al. found that 
while still in an abusive relationship during pregnancy, mothers are already viewing their 
child through the same lens that they view themselves (ex: anxious, incapable) or as their 
partners (ex: bad, aggressive, already beating the mother up).  These women tended to be 
rigid in their views and were typically not accepting of new information.   
In spite of this, Huth-Bocks et al. (2004) also found that women who had left the 
relationship prior to their interview showed a balanced view of their pregnancy and child 
and were looking forward to the arrival of their child.  Women who had left the 
relationship also tended to show more flexibility in their views and were more open to 







 Studies have shown that there are many factors influencing attachment between a 
mother and their newborn and the internal representation that the mother has of the 
infant.  These could include whether the mother is a single parent or has a partner, 
income level, support system of the mother, and mental health, specifically depression 
symptoms (Huth-Bocks et al., 2011; Theran et al., 2005).  Results of these studies show 
that those who have a support system, an involved partner, positive role models, livable 
income, and little to no depressive symptoms were able to form a balanced representation 
of their newborn starting during pregnancy and therefore a SA was able to be formed.  
The studies also indicate that those who do not have these things, may not have a 
balanced view of their child during pregnancy, and may have started with an IA with 
their newborn.  Those who began their relationship with their infant with an IA can move 
to having a more balanced view and SA over time if they are able to gain the support or 
resources that they may not have had during pregnancy.  However, while they may have 
been able to form a more secure relationship with their infant, Theran et al. (2005) found 
that the quality of the interactions between the mothers who moved to a balanced view 
were still different from those who had always had a balanced view of their infant. 
 In addition to the factors above, there is an area that appears to be influentially 
dependent on the time that it is experienced: DV.  Research has found that mothers who 
experience DV during pregnancy were found to form an IA with their newborn, with 
attachment beginning to form during the pregnancy (Huth-Bocks et al., 2004; Theran et 
al., 2005; Zeanah et al., 1999).  This may be due to the distress that is caused in the 




relationship that they may have been conceived in (Huth-Bocks et al., 2011; Stover et al., 
2003; Theran et al., 2005).  Feelings of guilt, anger, and shame may also influence the 
mother’s internal representation of the infant and therefore set the stage for an insecure 
relationship to be formed (Lieberman, 1999; Lieberman & Van Horn, 1998; Theran et al., 
2005).  In contrast, Huth-Bocks et al. (2011) found that mothers who did not experience 
DV during pregnancy , but then experienced it after giving birth, were more likely to 
have a SA to their infant possibly indicating that the mother is more responsive to the 
threat to safety and welfare of the infant after they are born and have been experienced as 
an independent being. 
 
Mother-Child Attachment 
 Evidence indicates that a number of factors can influence the mother-infant 
attachment, but this does not necessarily mean that the type of attachment that was 
formed will continue throughout the child’s lifetime.  In fact, there are some relationships 
that are able to move from insecure to secure (Theran et al., 2005) possibly due to the 
mother being able to work through her own past and/or present trauma and viewing the 
child as an independent being separate from the trauma that had occurred (Malone et al., 
2010).  Still, compared to the mother-child relationships that were able to create a SA 
during the child’s infancy, mother-child relationships that move to form a secure 
relationship still exhibited lower levels of sensitivity and warmth and high levels of 
disengagement (Theran et al., 2005). 
 While some mother-child relationships were able to move from insecure to SA, 
many of them continued with the IA (Levendosky, Bogat, & Huth-Bocks, 2011; 




several reasons that this may occur.  First, if the mother had experienced childhood 
neglect, they may not be able to recognize that it occurred, may repress the events that 
they experienced, or they may continue to hold a negative representation of the abuse 
(Malone et al., 2010; Maté, 2003b).  Also, continued abuse in the home, in which the 
child witnesses, may impact the child’s ability to form a SA with their mother 
(Levendosky, Bogat, Huth-Bocks, Rosenblum et al., 2011; Levendosky & Graham-
Bermann, 2001).  Levendosky, Bogat, Huth-Bocks, Rosenblum et al. (2001) also found 
that mothers who have daughters are more likely to stay in a relationship where DV is 
present than those who have sons, possibly due to wanting to make sure that the son does 
not use the violent partner as an example for what it is to be a man.  Nonetheless, this 
leaves the daughters at risk for continued exposure to DV within the home and may 
continue to reinforce the IA with their mother. 
 
Conclusion 
 Various researchers have shown the impact that experiencing DV during 
pregnancy has on the shaping of IA beginning in-utero and continuing throughout the 
child’s life (i.e. Huth-Bocks et al., 2004; Levendosky, Bogat, Huth-Bocks, 2011; 
Levendosky, Bogat, Huth-Bocks, Rosenblum et al., 2011; Malone et al., 2010; Theran et 
al., 2005; Zeanah et al., 1999).  While some articles note that IA can move towards SA 
during the course of the child’s lifetime (see Theran et al., 2005), the field as a whole has 
not yet been able to speak as to the potential impact of addressing issues of DV prior to 
giving birth on the forming of SAs beginning in-utero or during infancy rather than the 




 While some of the articles have stated that future research should focus on 
treatment after the child has been born in order to help in moving the attachment from IA 
to SA (Huth-Bocks et al., 2011; Levendosky, Bogat, & Huth-Bocks, 2011; Malone et al., 
2010), this appears to be a way to fix a problem after it has already begun.  It may instead 
be more beneficial to intervene prior to the birth of the infant to aid the mother in forming 
a SA at birth.  Not only would this allow for the mother-infant attachment to possibly 
develop as secure, but it may also aid in the next generation’s ability to create SAs in 
adult relationships and with their own children.  This approach to prenatal intervention 
will be the focus of this study as a way to assess the impact that it may have on setting the 
foundation for a SA between mothers and their infants when a history of DV is present 

















 The following chapter is an overview of the methodology used to collect and 
analyze the data.  This includes an overview of the research design, the total population 
and sample size as well as the hypotheses.  The chapter also includes variable definitions, 
an overview of the instrument, the data collection procedure, and the data analysis 
procedure. 
 
Type of Study 
 In order to understand the difference between trauma therapy, attachment, and 
predictor variables, a quantitative, non-experimental design was used.  This design 
includes a comparative design for a comparison between therapy categories, correlational 
design for observing the predictive role of the demographic factors and trauma therapy 
within the path analysis model, and a cross-sectional design as this study included a one-
time application of the survey used.  The constructs for this research were chosen from 
the theoretical framework of attachment theory in the context of trauma (Marshall & 
Frazier, 2019). 
 According to Leavy (2017) quantitative research is used in order to find 




variables.  A non-experimental design is an empirical analysis of independent variables 
that cannot be controlled by the researcher (Hoy & Adams, 2016).  For the purpose of 
this study, the non-experimental design will allow for an analysis of the data to answer 
the research questions related to the difference between trauma therapy and mother-infant 
attachment. 
 
Population and Sample 
 The population for the study consisted of mothers in the United States who have 
infants ages six months and younger during the time period in which data was collected.  
Hamilton et al. (2018) found that there were approximately 3, 853,472 live births in the 
United States during 2017.  With an effect size of .25, power of .95, and alpha of .05, a 
sample size based on the number of independent and covariate variables used in this 
study should be at least 401 participants.  Data was collected through the data collection 
service Qualtrics and participants were screened using questions which asked their 
gender, age, if they had experienced DV, and if they have an infant six months old or 
younger.  A total of 3,580 individuals entered the survey link distributed by Qualtrics to, 
at minimum, answer the screening questions.  Of the 3,580 individuals who opened the 
link, 420 completed the entire survey.  Of those 420, four were removed due to being 
able to move past the screening questions and then stating that they had no children 
between the ages of zero and six months old in their home.  After these participants were 
removed, the total sample used for this study was 416. 
 
Hypotheses 




1. There is a significant mean difference in secure mother-infant 
attachment for the four trauma therapy categories. 
a. Tolerance produces a significant mean difference between the four 
trauma therapy categories. 
b. Acceptance produces a significant mean difference between the 
four trauma therapy categories. 
c. Pleasure in proximity produces a significant mean difference 
between the four trauma therapy categories. 
d. Competence as a parent produces a significant mean difference 
between the four trauma therapy categories. 
The null hypotheses for this study are: 
1. There is no significant mean difference in secure mother-infant 
attachment for the four trauma therapy categories. 
a. Tolerance produces no significant mean difference between the 
four trauma therapy categories. 
b. Acceptance produces no significant mean difference between the 
four trauma therapy categories. 
c. Pleasure in proximity produces no significant mean difference 
between the four trauma therapy categories. 
d. Competence as a parent produces no significant mean difference 
between the four trauma therapy categories. 






 Attachment: The affectional link from the parent towards the infant.  This is a 
latent variable measured by: tolerance, acceptance, pleasure in proximity, and 
competence as a parent (Condon & Corkindale, 1998). 
 Tolerance: An absence of feelings of anger and hostility towards the baby, an 
absence of feeling the baby was being deliberately difficult, and feeling generally relaxed 
during interactions with the infant (Condon & Corkindale, 1998).  This is measured by 
The Maternal Postnatal Attachment Scale (MPAS) items 1, 2, and 6 (Condon, 2015). 
 Acceptance: a lack of resentment about the impact of the baby upon parent’s 
lifestyle and not experiencing the baby as a burden (Condon & Corkindale, 1998).  This 
is measured by MPAS items 15, 16, and 17 (Condon, 2015). 
 Pleasure in Proximity: A desire for proximity and enjoyment of interaction 
(Condon & Corkindale, 1998).  This is measured by MPAS items 3, 7, 8, 9, 10, 11, 12, 
and 13 (Condon, 2015). 
 Competence as a Parent: A sense of confidence, competence, and satisfaction at 
being the mother of the baby.  Experiences the baby as her own and perceiving herself as 
being patient in interactions with the baby (Condon & Corkindale, 1998).  This is 
measured by MPAS items 4, 5, 14, 18, and 19 (Condon, 2015). 
 Trauma Therapy: Individual or group therapy that focuses on trauma in regard to 
the experience of DV.  Trauma was defined as “an emotional response to a terrible event” 
that has been shown to have long term implications in the form of “unpredictable 
emotions, flashbacks, strained relationships and even physical symptoms like headaches 




(individual, group, or both individual and group) and perceived effectiveness as well as if 
no therapy was attended were reported by the participant in the demographic section of 
the survey.  Trauma Therapyx2 represents either attending trauma therapy or not 
attending trauma therapy.  This variable is used for Research Question 2.  Trauma 
Therapyx4 represents the use of individual therapy, group therapy, combined individual 
and group therapy, and no therapy.  This variable is used for Research Question 1.   
 Race/Ethnicity: The racial or ethnic group that the participant identifies as being 
part of as reported by the participant as part of their demographic information.  
Participants selected either: white/Caucasian, African American/Black, Hispanic/Latina, 
or Other with the option to type in their racial/ethnic group. 
 Support System: The number of individuals that the participant identifies as being 
part of their support system. 
 Marital Status: Legal marital status of the participant as reported by the 
participant as part of their demographic information.  Participants either selected: married 
(including separated) and unmarried (including widowed and divorced). 
 Income Level: The income level reported by the participant as their average yearly 
income. 
 Childhood Abuse: A history of childhood abuse experienced by the participant, or 
lack of a history of childhood abuse. 
 
The Maternal Postnatal Attachment Scale 
 One instrument was used in the study in addition to the demographic 
questionnaire.  The MPAS (Condon, 2015) was used in order to measure aspects of 




 The MPAS was developed in 1998 by Condon and Corkindale as a way to 
measure attitudes related to aspects of attachment that the parent has towards their infant.  
Condon and Corkindale (1998) stated that this measure was developed to look beyond the 
observable behaviors associated with attachment in order to study the cognitive aspects.  
The MPAS includes 19 self-report items scored on a Likert scale with total raw scores 
having a potential range from 19 to 95.  Psychometric information in regard to MPAS 
was reported by Condon and Corkindale (1998).  To test both internal consistency and 
test-retest reliability, the sample population was given the MPAS in their third trimester 
and postnatally at four-weeks, four-months, and eight-months with a random sample of 
women tested every two weeks after the four-month administration.  Internal consistency 
was shown to be .78, .79, and .78 at the four-week, four-month, and eight-month 
administrations respectfully.  Pearson correlation coefficient was found to be .86 at the p 
< .001 level.  Evidence for construct validity was found in the global attachment scores 
reported at the four-month administration with the measures of depression (-.32), tension 
(-.37), anger (-.39), fatigue (-.31), and confusion (-.34) on the Profile of Mood States and 
depression (-.46) and anxiety (-.34) on the Hospital Anxiety Depression Scale.  This 
negative correlation is evidence of validity in that the higher these negative affect states, 
the lower the attachment the parent has towards the infant; an idea that is also support 
through theories in the field of attachment. 
 
Data Collection 
 Prior to collecting data, Internal Review Board (IRB) approval (Appendix A) was 
obtained through the Andrews University IRB.  After receiving approval from IRB, data 




questions in regard to gender, age, age of child(ren), and experiences of DV which was 
followed by the informed consent (Appendix B) which was followed by the demographic 
questionnaire and MPAS (Appendix C).  In return for their participation in the research, 
participants received points through the Qualtrics reward system that they are able to 
collect and exchange for prizes at a later time.  Once all of the data had been collected by 
Qualtrics, it was transferred into an Excel sheet which the research transferred into 
Statistical Package for Social Sciences (SPSS). 
 
Analysis of the Data 
 Once all data was collected, analysis began with looking for missing data.  
Missing data for income was replaced with 0 while missing data for support system was 
replaced with 1.  One outlier was found in support system and was compressed. 
 Data analysis was conducted with the use of SPSS and Analysis of a Moment 
Structures (AMOS).  Descriptive statistics were performed for the demographic 
information.  Analysis of the data also included a one-way multivariate analysis of 
variance (MANOVA), one-way univariate analysis of variance (ANOVA), post hoc tests, 
and a path analysis.  A MANOVA was used in order to determine the significant mean 
differences for Research Question 1.  If the MANOVA Lambda is significant, an 
ANOVA and related post hoc tests would be used in order to determine the significant 
mean differences for the specific measures seen in Research Questions 1a-d.  A path 
analysis was also used to answer Research Question 2. 
 The first hypothesis to be tested is: There is a significant mean difference in 
secure mother-infant attachment for the four trauma therapy categories.  In order to retain 




difference between the trauma therapy categories with p > .05 (Mertler & Vannatta 
Reinhart, 2017; Warner, 2013).  The second hypothesis to be tested for Research 
Question 1a is: Tolerance produces a significant mean difference between the four trauma 
therapy categories.  In order to retain the null, the results from the ANOVA would need 
to show a higher significant mean difference between the trauma therapy categories with 
p > .05 (Mertler & Vannatta Reinhart, 2017; Warner, 2013).  To retain the null for the 
hypotheses for Research Questions 1b-d, the same criteria as for Research Question 1a 
would need to be met for their individual categories.  The hypothesis for Research 
Question 2 to be tested is: The theoretical covariance matrix and the empirical covariance 
matrix are equal.  In order to retain the null, results from the path analysis would need to 
show that the hypothesized theoretical model is not a good fit as determined by the chi-
square and the other fit indices: Goodness of Fit Index (GFI), Normed Fit Index (NFI), 
Comparative Fit Index (CFI), Root Mean Square Error of Approximation (RMSEA).  Fit 




 This study was designed to look at the significant mean difference between 
trauma therapy and mother-infant attachment.  These variables were measured through a 
demographic questionnaire and MPAS.  Participants were randomly chosen through a 
convenience sample utilizing Qualtrics participant pool.  After data collection was 
completed, analysis occurred through SPSS and AMOS. 
 Chapter 4 will look at the results of the demographic distributions, MANOVA, 






















 One purpose of this study was to compare the therapy categories (individual 
therapy, group therapy, a combination of group and individual therapy, or no therapy) 
and the observable attachment factors (tolerance, acceptance, pleasure in proximity, and 
competence as a parent).  Another purpose of this study was to explore potential 
predictive roles of demographic factors (race, income, support system, marital status, 
childhood abuse, and trauma therapy) on attachment.  In this chapter, the sample 
demographics are described and the results for each question are presented.  Statistical 
analyses included a MANOVA, ANOVAs, post-hoc analysis, and a path analysis.  The 
level of significance was set at p = .05. 
 
Description of Sample 
 A total of 3,580 individuals clicked on the link to begin the screening questions.  
Of those, 420 individuals moved through the screening questions and informed consent 
and completed both the demographic questionnaire and the MPAS.  Of these 420, four 
individuals were removed due to stating that they had zero children in the home ages zero 





 The characteristics most frequently endorsed by participants were: unmarried 
(51.7%, n = 215); white/Caucasian (62%, n = 258; heterosexual (75.5%, n = 315); 
between the ages of 25 and 44 (64.2%, n = 267); with either one or two children (68.8%, 
n = 286); the length of her most recent relationship being between 12 and 35 months 
(32.9%, n = 137); a yearly income within the poverty range (61.8%, n = 257); with zero 
to five individuals in their support system (73.8%, n = 307); having had experienced 
abuse in the home as a child (59.4%, n = 247); and have not attended therapy for DV 
related problems (44.5%, n = 185).  Of those who did attend some form of therapy for 
DV related problems, 81.9% (n = 177) stated that they believed it was helpful.  A full 
description of the participants is shown in Table 1. 
 
Observed Variables Description 
 Table 2 presents the means or mode and standards deviations for the following 
variables:  Tolerance, Acceptance, Pleasure in Proximity, Competence as a Parent, and 
Trauma Therapy.  The highest mean reported was in Pleasure in Proximity (M = 4.52; SD 
= .794) and the lowest was in Acceptance (M = 3.70; SD = 1.020). 
 
Zero-Order Correlations 
 The zero-order correlation (Table 3) showed correlations between variables as the 
following:  Moderate correlation between Trauma Therapyx2 and Tolerance (r = .114).  
Strong correlation between Trauma Therapyx4 and Trauma Therapyx2 (r = .935), 
Tolerance and Acceptance (r = .616), Tolerance and Pleasure in Proximity (r = .532), 

























 n % 
Age 416  
        18 – 24 145 34.9 
        25 – 44 267 64.2 
        45 – 50 4 1.0 
Total Number of Children 416  
        1 - 2 286 68.8 
        3 - 5 114 27.4 
        6 or more 16 3.8 
Race 416  
        White/Caucasian 258 62.0 
        African American/Black 57 13.7 
        Latina/Hispanic 79 19.0 
        Other 22 5.3 
Sexual Orientation 416  
        Heterosexual 315 75.7 
        Lesbian 8 1.9 
        Bisexual 83 20.0 
        Other (Pansexual or Not  
               Indicated) 
10 2.4 
Marital Status 416  
        Married (including separated) 201 48.3 
        Unmarried (never married,  
              widowed, and divorced) 
215 
51.7 




        11 months or less 69 16.6 
        12 – 35 months 137 32.9 
        36 – 71 months 119 28.6 
        72 or more months 91 21.9 
Yearly Income 416  
        0 – 30,999 257 61.8 
        31,000 – 41,999 52 12.5 
        42,000 – 125,999 98 23.6 
        126,000 – 187,999 1 0.2 
        188,000 or more 8 1.9 









 n % 
         6 - 10 76 18.3 
        11 or more 33 7.9 
Experience Abuse in the Home 
While Growing Up 
416 
 
        Yes 247 59.4 
        No 169 40.6 
Attended Counseling/Therapy 
Related to DV 
416 
 
        Yes, Individual 165 39.7 
        Yes, Group 15 3.6 
        Yes, Individual & Group 51 12.3 
        No 185 44.5 
Was Counseling/Therapy Related 
to DV Helpful 
216 
 
        Yes 177 81.9 






Observed Variable Statistics 
 M SD 
Tolerance 4.16 .794 
Acceptance 3.70 1.020 
Pleasure 4.52 .572 
Competence 4.36 .696 
Trauma Therapyx2* .00 .498 





(r = .531), Acceptance and Competence as a Parent (r = .499), as well as Pleasure in 
Proximity and Competence as a Parent (r = .548). 
 
Results by Question 
 This section will discuss the results of the following research questions: 









Tolerance Acceptance Pleasure Competence 
Trauma 
Therapyx4 
.935** .082 .068 .001 .054 
Trauma 
Therapyx2 
 .114* .086 .051 .080 
Tolerance   .616** .532** .644** 
Acceptance    .531** .499** 
Pleasure     .548** 
**Correlation is significant at the .01 level (2-tailed) 
*Correlation is significant at the .05 level (2-tailed) 
 
 
attachment (as measured by tolerance, acceptance, pleasure in 
proximity, and competence as a parent) for the four trauma therapy 
categories? 
a. Are there significant mean differences in tolerance for the four 
trauma therapy categories? 
b. Are there significant mean differences in acceptance for the 
four trauma therapy categories? 
c. Are there significant mean differences in pleasure in proximity 
for the four trauma therapy categories? 
d. Are there significant mean differences in competence as a 
parent for the four trauma therapy categories? 
2. Are the theoretical covariance matrix and the empirical covariance 
matrix equal? 
a. If the model is consistent, what are the estimated direct, indirect, 






A MANOVA was conducted in order to determine if there were significant mean 
differences in the Attachment variables of Tolerance, Acceptance, Pleasure in Proximity, 
and Competence as a Parent and attending Individual Therapy, Group Therapy, 
Combined Individual and Group Therapy, or No Therapy.  
A MANOVA was conducted to determine Trauma Therapy category differences 
in Tolerance, Acceptance, Pleasure in Proximity, and Competence as a Parent (see 
Appendix D for tables).  The MANOVA results show a marginally significant differences 
among the Trauma Therapy categories on the dependent variables [Wilk’s λ = .952, F 
(12, 1082) = 1.708, p = .060, partial η2 = .016].  An ANOVA was conducted for each of 
the dependent variables as a follow up test to the MANOVA.   Univariate analysis of 
variance was conducted (Appendix D) and shows that individually, Therapy had a 
significant effect on Tolerance [F (3, 412) = 3.794, p = .010; partial η2 = .027], Pleasure 
in Proximity [F (3, 412) = 1.102, p = .017; partial η2 = .024], and Competence as a Parent 
[F (3, 412) = 1.886, p = .008; partial η2 = .028].  The Bonferroni post hoc analysis 
revealed that not attending therapy significantly differs from attending group therapy in 
terms of Competence as a Parent (p = .006).  Table 4 shows the means and standard 
deviations for Attachment factors by Trauma Therapy category. 
 
Question 2: Hypothesis Testing 
 The hypothesis being tested for Research Question 2 is that the theoretical 
covariance matrix and the empirical covariance matrix are equal.  The hypothesized 
model for attachment (Figure 2) showed a significant chi-aquare of 73.824 (df = 30, p = 















M SD M SD M SD M SD 
Individual 4.108 .885 3.672 1.010 4.539 .594 4.342 .728 
Group 3.729 .889 3.018 1.249 4.109 .717 3.825 .930 
Combined 4.027 .796 3.595 1.128 4.431 .543 4.314 .667 





Figure 2. Attachment Model. 
 
 
the hypothesized model indicates a good fit with GFI = .968, NFI = .914, CFI  
= .946, RMSEA = .059.  Based on these results, the hypothesized model was found to be 





Intercorrelations Among Variables 
 A confirmatory factor analysis for validation and reliability of the MPAS in 
regard to the current data can be found in Figure 2.  These results indicate that tolerance 
(β = .84; p < .001) and competence as a parent (β = .82; p < .001) are strong predictors of 
attachment while acceptance (β = .71; p < .001) and pleasure in proximity (β = .69; p < 
.001) are moderate predictors.  Composite reliability for attachment was found to be .85.  
Fornell and Larcker (1981) states that to be reliable, there should be a composite 
reliability of at least .70. This composite reliability indicates internal reliability for the 
data. Convergent validity was found to be .59.  Hair et al. (2009) states that to be valid, 
there should be a convergent validity of at least .50.  This convergent validity indicates 
construct validity for the data. 
Table 5 shows the casual effects of the attachment model.  Within the model the 
combination of race, income, support system, marital status, and childhood abuse account 
for 6% of the variance in trauma therapy.  Childhood abuse is the strongest predictor of 
trauma therapy (β = .231), though it is overall weak.  Overall, the model accounted for 
12% of the variance in ATT.  Child abuse was the strongest total predictor (β = .224) 
with race having the second highest (β = -.213) for ATT, though these predictors have 
overall weak.  Race, income, support system, marital status, and childhood abuse all had 
an indirect effect on ATT. Childhood abuse had the highest indirect effect on ATT (β = 
.022), thought still overall weak. 
 Table 6 shows the standardized coefficients in the attachment model. Childhood 
abuse had a weak statistically significant direct effect on trauma therapy (β = .231, p 





Summary of Casual Effects of the Attachment Model 
  Casual Effects 
Outcome Determinant Direct Indirect Total 
Trauma Therapy  Race .048 -- .048 
(R2 = .06) Income .041 -- .041 
 Support System -.060 -- -.060 
 Marital Status -.049 -- -.049 
 Childhood Abuse** .231 -- .231 
ATT  Trauma Therapy .094 -- .094 
(R2 = .12) Race** -.218 .005 -.213 
 Income -.087 .004 -.083 
 Support System* -.099 -.006 -.105 
 Marital Status -.049 -.005 -.054 
 Childhood Abuse** .202 .022 .224 
*p < .05 






Raw and Standardized Coefficients for the Attachment Model 
 b SE β p 
Trauma Therapy  Race .049 .049 .048 .312 
Trauma Therapy  Income .000 .000 .041 .386 
Trauma Therapy  Support System -.001 .001 -.060 .207 
Trauma Therapy  Marital Status -.048 .047 -.049 .307 
Trauma Therapy  Childhood Abuse .234 .048 .231 <.001 
ATT  Trauma Therapy .126 .069 .094 .069 
ATT  Race -.300 .069 -.218 <.001 
ATT  Income .000 .000 -.087 .080 
ATT  Support System -.003 .002 -.099 .047 
ATT  Marital Status -.065 .067 -.049 .331 
ATT  Childhood Abuse .274 .070 .202 <.001 
 
 
system (β = -.099, p = .047) all had weak statistically significant (p ≤ .05) direct effects 
on ATT.  In addition to this, trauma therapy had a weak moderately significant direct 




Summary of Findings 
 A MANOVA was conducted in order to determine if there were significant mean 
differences in the Attachment variables of Tolerance, Acceptance, Pleasure in Proximity, 
and Competence as a Parent and attending Individual, Group, Combined Individual and 
Group, or No Therapy.  Results of the MANOVA show an overall marginally significant 
difference among the Trauma Therapy categories on the dependent variables.  However, 
when looking at the variables individually, Therapy had a significant effect on Tolerance, 
Pleasure in Proximity, and Competence as a Parent.  The Bonferroni post hoc analysis 
showed that in terms of Competence as a Parent, not attending therapy significantly 
differs from attending group therapy alone. 
 A path-analysis was conducted to understand if the theoretical covariance matric 
and the empirical covariance matrix were equal.  The hypothesized model for this study 
statistically fit in regard to the good fit indices.  Based on these results, the hypothesized 
model was found to be a good fit and explains 12% of the variance in ATT.  Race (β = -
.218, p <.001), childhood abuse (β = .202, p <.001), and support system (β = -.99, p = 
.047) were all weak statistically significant direct predictors of ATT.  In addition to this, 
trauma therapy had a weak moderately significant direct effect on ATT (β = .094, p = 
.069).  In terms of indirect effect, childhood abuse had a weak indirect effect on ATT (β = 
.022).  Within the model, the variance of trauma therapy explained was 6% with 


















 This chapter will include a summary of the previous four chapters.  This will 
include a brief overview of the problem, a condensed literature review, an overview of 
the methodology, and the results.  The results will be discussed in terms of their relation 
to the current literature and the implications and recommendations for future research and 
clinical practice. 
 
Purpose of Study 
 With almost four million live births in 2018 (Hamilton et al., 2019), mother-infant 
attachment is an important aspect of the human experience.  This attachment is the first of 
many for the infant and impacts their future attachment with peers, romantic interests, 
and their own children (Bowlby, 1969).  While a SA is the best outcome, there are many 
mother-infant attachments that are insecure.  Insecure attachments are likely to be formed 
when the mother has experienced DV given the right environment (Huth-Bocks et al., 
2011; Theran et al., 2005).  Postnatal parent training has been studied in the past (Theran 
et al., 2005), but has shown to only change the way in which the attachment looks 
externally.  However, the attachment remains insecure.  Because of this, the purpose of 




may assist in the formation of SA between mothers and their infants when the mother had 
a history of DV and which predictive factors may affect this attachment. 
 
Summary of Literature 
 
Attachment 
 Attachment is a multifaceted construct that does not have a specific agreed upon 
definition, but is typically thought of as the affectional link between one individual and 
their target individual with the goal to increase the level of connection (Ainsworth & 
Bell, 1970; Benoit, 2004; Bowlby, 1969).  There are four types of attachment: secure, 
avoidant, resistant, and disorganized (Benoit, 2004) which begin to develop in-utero for 
the mother and is detectable by the infant by the time they are about six months old 
(Ainsworth et al., 1978; Benoit, 2004; Sroufe, 1988; van Ijzendoorn et al., 1999). 
 The attachment developed during infancy, grows and develops to include not only 
the primary caregiver, but also peers and romantic interests with attachment in old age 
being directed to those in the younger generations (Bowlby, 1969).  In childhood, 
children with a SA with their primary caregiver tend to be more emotionally responsive, 
more comfortable with exploring their thoughts and feelings, had more open 
conversations with their parents, had developed effective strategies for how to deal with 
feelings of sadness and anger, and were overall more engaged in conversation with their 
peers developing in an IA environment (Grossmann et al., 2002; Hsiao et al., 2015; von 
der Lippe et al., 2010).  On the other hand, children who developed in an IA environment 
were more likely to be emotionally flat, lack substance or engagement in conversations, 
be less organized, incoherent, or exaggerated in their conversations, possibly stat that 




being diagnosed with Attention Deficit/Hyperactivity Disorder (De Winter et al., 2016; 
Hsaio et al., 2015; Salari et al., 2017).  These aspects of development tend to be 
consistent when moving into adulthood and could lead to anxious attachment in adult 
romantic relationships, but could transition to a SA in romantic relationships if the 
individual views their parents objectively and formed healthy defense mechanisms 
throughout childhood and adolescents (Pascuzzo et al., 2013; Rodriquez & Ritchie, 2009; 
Tillingsgaard et al., 2011). 
 
Trauma Theory, Domestic Violence, and  
Trauma Therapy 
 
 Trauma is the emotional response to a traumatic event that has long term 
implications on the day-to-day functioning of the individual (APA, 2018).  Various 
experiences such as flashbacks, unpredictable emotions, and strained relationships, 
among other symptoms, can make it feel as if the individual is reliving the traumatic 
events as a present threat rather than something that occurred in the past.  These 
experiences vary widely and may be dependent on personality type, individual 
interpretation, the levels of hormone activation, or altered areas of the brain (Levine, 
2015; Maté, 2003a; van der Kolk, 2014). 
 In regard to DV, there are six recognized types: physical abuse, sexual abuse, 
reproductive coercion, emotional or psychological abuse, economic abuse, and digital 
abuse (DOJ, 2017).  Domestic violence has been found to be influenced by a lack of 
resources for the victim to leave, a family history of DV and/or child abuse, and 
perpetrator beliefs of superiority (Jackson, 2015; NDVH, n.d.; Scott Tilley & Brackley, 




alterations in the brain structure as well as the increase in hormones can lead to an 
individual not being prepared for another traumatic event (such as another instance of 
DV) or they are not able to learn from the previous experiences making it harder for the 
victim to register the violent acts and leave the dangerous situations.  These, along with a 
continued belief that DV is a family matter (Farris & Holman, 2015) or that the victims 
will be held accountable for anything bad that they may do in order to leave the abusive 
relationship (Jackson, 2015) have the potential to lead to IA between a female survivor 
and her children. 
To lessen the continued impact of DV, there have been multiple approaches to 
counseling that have been developed.  In general, these approaches aim to meet the 
Substance Abuse and Mental Health Services Administration’s 2014 guidelines in regard 
to Events, Experiences, ad Effects as well as Realization, Recognition, Responding, and 
Resisting Re-traumatization.  Specific treatments that have been found to be effective are 
Helping to Overcome PTSD through Empowerment within shelters (Johnson & Zlotnick, 
2009), individual CTT-BW (Beck et al., 2016), the You’re Not Alone program (Tutty et 
al., 2016), and individual telehealth therapy for women in rural areas (Gary et al., 2015). 
 
Mother-Infant Attachment and  
Domestic Violence 
 The impact that DV has on the mother’s ability to respond to various situations 
has a big impact on the attachment that she has with her infant.  First, through 
experiencing their own abuse/neglect as a child, the way in which they have processed 
those events and their relationship with their own parents, and/or experiencing thought 




believe that they are capable of parenting their child (Levendosky & Graham-Bermann, 
2001; Lyon-Ruth et al., 2005; Malone et al., 2010; Maté, 2003a; Winnicott, 1987).  A 
history of DV may also lead to the mother viewing her child either as herself (a victim) or 
as her abuser (Huth-Bocks et al., 2004; Levendosky, Bogat, & Huth-Bocks, 2011; Lyon-
Ruth et al., 2005).  This can impact the thoughts and feelings that the mother has about 
her infant.  While trainings are available to help mothers learn how to properly care for 
their child, and therefore increase their competence, Theran et al. (2005) found that it was 
only the outward behaviors that shifted to appear as if the mother had a SA with their 
infant.  The inner thoughts/beliefs of the mother remained within the realm of IA. 
 While DV may negatively impact the attachment between mother and infant, 
there are factors that could help.  Whether the mother is a single mother or has a partner, 
their income level, the number of individuals in their support system, their mental health 
(specifically symptoms of depression), when they experienced the DV, and experiences 
of childhood abuse can all influence the way that mother responds to attachment seeking 
behaviors (huth-Bocks et al., 2011; Theran et al., 2005; Zeanah et al., 1999). 
 
Methodology 
 This study employed a quantitative, non-experimental design.  A convenience 
sample was used and participants were recruited by Qualtrics.  All participants were 
females between the ages of 18 and 50 years old who had at least one child between the 
ages of zero and six months old and have a history of domestic violence.  Participants 
responded to questions on a demographics questionnaire and completed the MPAS, a 
self-report measure, to quantify levels of attachment in four areas: tolerance, acceptance, 




in this study after screening and removing participants who did not meet the criteria was 
416.  The data was analyzed using SPSS and AMOS to conduct a MANOVA, ANOVAs, 
post-hoc tests, and a path analysis. 
 
Findings and Discussion 
 
Sample Demographics 
 A total of 420 women participated and completed the surveys.  Of the 420, four of 
the participants were removed for indicating in the screening questions that they did have 
children between the ages of zero and six months old in their home and then later stating 
that they did not have any children in their home.  This created a final sample size of 416 
participants (see Table 1).  The most frequently endorsed characteristics were: unmarried 
(51.7%; n = 215); white/Caucasian (62%, n = 258); heterosexual (75.5%, n = 315); 
between the ages of 25 and 44 (65.2%, n = 267); with either one or two children (68.8%, 
n = 286); the length of her most recent relationship being between 12 and 35 months 
(32.9%, n = 137); a yearly income within the poverty range (61.8%, n = 257); with zero 
to five individuals in their support system (73.8%, n = 307); having had experienced 
abuse in the home as a child (59.4%, n = 247); and have not attended therapy for DV 
related problems (44.5%, n = 185). 
 
Research Question 1 
 The first research question is: Are there significant mean differences in secure 
mother-infant attachment (as measured by tolerance, acceptance, pleasure in proximity, 




sub-questions to understand if there is a significant mean difference between each of the 
four measured areas and the four trauma therapy categories. 
 Results of the MANOVA (Appendix D) showed a marginally significant 
difference in among the trauma therapy categories on the dependent variables [Wilk’s λ = 
.952, F (12, 1082) = 1.708, p = .060, partial η2 = .016].  An ANOVA was conducted and 
showed that individually there was a statistically significant difference for Tolerance, 
Pleasure in Proximity, and Competence as a Parent (Appendix D). Bonferroni post hoc 
analysis (Appendix D) showed that not attending therapy significantly differs from 
attending group therapy when considering competence as a parent.  What these results are 
showing is that there is a small chance that therapy will impact the dependent variables.  
Within that chance, if competence as a parent is of concern, it may be better to not attend 
any therapy as opposed to attending group therapy.   
These results may be due to the comparisons that can occur within group 
therapy/group settings.  If the mother is already feeling that she is not competent at the 
tasks required of her to be a parent, it is more likely that she could view herself as less 
competent after attending a group of other mothers who she believes are doing much 
better than she is.  To understand this better, future research could include pre- and post-
group tests to gather information on how the mother views herself before and after 
attending group therapy.  Another important consideration for this result is that the 
current study did not separate out group therapy and psychoeducational classes.  It is 
possible that the participants attended a psychoeducational class which may have led to 
more comparisons and less empathy and support than may have been found in group 




if participants attended traditional group therapy or a psychoeducation class/workshop.    
Lastly, because there a slight majority of the current population were unmarried, there 
may have been problems in finding childcare.  To address this, there is the potential to 
use multiple modalities of therapy that include the infant (Leifer et al., 1989; Trad, 1994).  
This would impact the mother’s ability to attend an individual session while benefiting 
from the techniques of various modalities.   
 
Research Question 2 
 The second research question is: Is the model which describes the casual effect 
among the variables race/ethnicity, size of support system, marital status, income level, 
history of child abuse, and trauma therapy on attachment consistent with the observed 
correlation among these variables?  This questions also has one sub-question: If the 
model is consistent, what are the estimated direct, indirect, and total casual effects among 
the variables?  This was hypothesized as the covariance matrix and the empirical 
covariance matrix are equal.   
 The attachment model (Figure 2) showed a significant chi-aquare of 73.824 (df = 
30, p = .000) indicating a poor fit.  When looking at the good fit indices there appears to 
be a good fit: GFI = .968, NFI = .914, CFI = .946, RMSEA = .059.  The hypothesized 
model was determined to be a good fit with the overall model explaining 12% of the 
variance in ATT.  Race (β = -.218, p <.001), childhood abuse (β = .202, p <.001), and 
support system (β = -.99, p = .047) were all weak statistically significant direct predictors 
of ATT while trauma therapy was found to be a weak moderately significant predictor (β 
= .094, p = .069).  As for indirect effect, childhood abuse was found to have a weak 




of trauma therapy explained was 6% with childhood abuse being a weak statistically 
significant direct predictor (β = .231, p < .001).  Given the 12% of variance explained for 
ATT, there is still a significant amount of unexplained variance within the model.  Due to 
this, it is possible that future researchers might build on this model by including 
additional variables that may better explain ATT.  In this study, results indicate that even 
though race, childhood abuse, and support system are predictors of ATT, they did not 
have a strong impact.  Previous research has shown that there are many factors that 
contribute to whether secure or insecure attachment will form (Huth-Bocks et al., 2011; 
Theran et al., 2005).  One of the factors discussed was mental health, specifically 
depression symptoms.  The current study did not gather data on mental health symptoms 
or diagnoses which could be a stronger predictor of secure or insecure attachment than 
those factors that were used.  Along other factors, Huth-Bocks et al. (2011) and Threan et 
al. (2005) found that depression symptoms increased the likelihood of IA.  More 
specifically, Easterbrooks et al. (2017) found that, in regard to PSTD symptoms of 
adolescent mothers, there were alterations in the child’s behavior regulation in 
comparison to those who did not show PSTD symptoms.  In addition to general 
depression symptoms or PTSD symptoms, due to the age of the infants of the participants 
of this study, it is possible that the mothers could have been experiencing postpartum 
depression.  Gordo et al. (2018) found that in regard to postpartum depression, the higher 
the depression symptoms, the higher the perceived stress of parenting and lowered 
sensitivity to the needs to the infant.  Thus, future research could build on this model to 
add depression symptoms, severity, and/or the specific type of depression experienced to 





 Due to the use of convenience sampling, the results of this study can only be 
suggested when speaking of the general population as they are not able to be generalized. 
 The board approach to defining trauma therapy was a limitation of this study.  By 
leaving it more open for interpretation, there is a chance that some participants believed 
they attended trauma therapy when they may not have. 
Limiting participation to those with children ages zero to six months old was 
another limitation.  Over 3,000 individuals opened a link that was sent to those with 
children between ages zero and one year old and only 420 individuals moving past the 
screening questions, this shows that there are more individuals who could have added to 
this research.  
One of the limitations is the distribution of the sample within the types of therapy 
they endorsed. A total of 165 participants reporting they attended individual therapy, 15 
attending group, 51 attending a combination of individual and group therapy, and 185 
reporting that they did not attend any type of therapy.  This large range could impact the 
MANOVA results and may not represent the full impact of group or combined individual 
and group therapy while overrepresenting the impact of individual therapy and not 
attending any type of therapy. 
 
Recommendations 







Recommendations for Future Research 
1. With a basic definition put forward for trauma therapy and the research not 
conducting the therapy themselves, it was not possible to control for the type 
of therapy that was conducted.  Because of this, future research should be 
designed so that the researcher/research team conducts the trauma therapy 
themselves using a specific approach. 
2. Future research should include a pre- and post-group test to gather 
information on how the participant views herself prior to and after attending 
group therapy 
3. Future research should define and separate group therapy and 
psychoeducational classes/workshops 
4. Future research should add additional variables that may better explain 
attachment, such as depression or other mental health diagnoses and/or 
symptoms. 
5. Future research should include measures of depression symptoms and/or 
severity to understand the impact of these specific mental health symptoms on 
attachment. 
 
Recommendations for Practice 
1. While this study found marginally significant differences in the attachment 
variables, previous studies found that overall, therapy has helped in reducing 
the effects of DV for the survivors (Beck et al., 2016; Gary et al., 2015; 
Johnson & Zlotnick, 2009; Tutty et al., 2016).  Due to this, it is recommended 




reducing the long-lasting effects of DV which may help in improving her 
attachment to her child(ren). 
2. Race, childhood abuse, and support system were all found to have a weak, but 
significant, effect on attachment.  For future clinical practice, it is 
recommended that these be explored within session to understand how the 
mother’s racial/ethnic background, history of child abuse, and size of support 
system may be impacting their attachment to their child(ren). 
 
Summary 
 In summary, this research showed that trauma therapy had only a small impact on 
the attachment variables.  While tolerance, pleasure in proximity, and competence as a 
parent were all significant within that small impact, it was found that not attending 
therapy had more of an impact on competence as a parent than attending group therapy 
alone. 
While previous research has indicated that the woman being married with a stable 
and adequate income are factors in attachment to their child when having experienced 
domestic violence (Huth-Bocks et al., 2001; Theran et al., 2005; Zeanah et al., 1999), this 
study indicated that for this population, these factors were not significant.  Childhood 
abuse was found to be a significant factor (Levendosky & Graham-Bermann, 2001; 
Malone et al., 2010; Maté, 2003b), but within this study, it had a weak effect, again, 
contrary to previous research.   
Recommendations were presented for both future research and clinical practice.  
In terms of future research, it was recommended that researchers look towards a larger 




intervention assessments as well as follow-up attachment assessment. In terms of clinical 
practice, it was recommended that clinicians use a specific form of trauma therapy that 
they believe would be best suited for their clients as well as exploring how race, child 






































You are invited to participate in a research project titled The Impact of Prenantal Trauma 
Therapy on Mother-Infant Attachment After Maternal History of Domestic Violence.  
The purpose of this research is to determine if therapy or counseling that occurs during 
pregnancy in regard to problems related to domestic violence impact the attachment that 
the mother forms with their infant. 
 
Researchers 
This research is being conducted by Nicole Knapp, a doctoral student in the Graduate 
Psychology & Counseling Department at Andrews University in Berrien Springs, 
Michigan.  The research is being supervised by Dennis Waite, EdD, LP.  Results from 
this research will be used in Nicole Knapp’s dissertation and may be published in 
professional journals and/or presented at conferences without identifying information 
about specific participants. 
 
Procedure 
If you choose to participate in this research, you will be asked to complete a demographic 
questionnaire as well as a survey that include items asking about your thoughts and 




In order to take part, you must be over 18 years of age and reside in the United States.  
You must also have given birth to a child within the past 6 months whom you are now 
raising and have previously experienced domestic violence in an adult relationship.  Your 
participation in this study is completely voluntary.  It is your choice whether to 
participate in the study or not.  You may stop at any time. 
 
Risks, Benefits, and Compensation 
Some demographic questions ask about personal history of abuse.  This may trigger 
flashback and memories to various events that you have experienced.  If answering these 
questions triggers these things, please contact your local domestic violence shelter or the 
National Domestic Violence Hotline at 1−800−799−7233. 
 
By completing these surveys, you may be contributing to a better understanding of how 
we are able to approach the growth of secure attachments between mother’s who have 
experienced domestic violence and their children.  This in turn could lead to less violent 
relationships for future generations. 
 
By participating in this research, you will be awarded the amount indicated by Qualtrics 







Your survey responses will be strictly confidential and data from this research will be 




If you have any questions at any time about the survey, your participation in this 
research, or your rights as a participant, you may contact the principle investigator, 
Nicole Knapp, at (269) 363-2564 or knappn@andrews.edu.  You may also contact her 
dissertation chair, Dr. Dennis Waite, at (269) 208-2532 or 
denniswaite@phoenixconsultation.com.  If you have questions or concerns pertaining to 




Thank you very much for your time!  Please start the survey by clicking on the Continue 
button below.  By continuing to the next page, you are giving your consent to participate 
in the above described research study. 
 























Number of Children: ______ 
 
 
Marital Status:  
 
     _____  Married (including separated) 
 
     _____  Unmarried (never married,  
                 widowed, and divorced) 
 




Yearly Income: ______ 
 





     _____  White/Caucasian 
 
     _____  Hispanic/Latina 
 
     _____  African American/Black  
 




     _____  Heterosexual 
 
     _____  Lesbian 
 
     _____  Bisexual 
 
     _____  Other 
  
Have you attended counseling/therapy for 
problems related to domestic violence that you 
have been the victim of? 
 
     _____  Yes, Before/During Pregnancy,     
                 Individual 
 
     _____  Yes, Before/During Pregnancy,    
                 Group 
 
     _____  Yes, Before/During Pregnancy,  
                  Individual and Group 
 
     _____  No 
 
Did you experience abuse in the home 
while growing up? 
 
     _____  Yes 
 
     _____  No 
If you have attended counseling/therapy for 
problems related to domestic violence, did you 
find it helpful? 
 
     _____  Yes 
 





MATERNAL POSTNATAL ATTACHMENT SCALE 
 
These questions are about your thoughts and feelings about your baby.   Please tick one 
box only one answer to each question. 
 
PM1 When I am caring for the baby, I get feelings of annoyance or irritation: 
 
□ Very Frequently 
□ Frequently 
□ Occasionally 
□ Very rarely 
□ Never 
PM2 When I am caring for the baby I get feelings that the child is deliberately 
being difficult or trying to upset me: 
 
□ Very Frequently 
□ Frequently 
□ Occasionally 
□ Very rarely 
□ Never 
PM3 Over the last two weeks I would describe my feelings for the baby as: 
 
□ Dislike 
□ No strong feelings towards the baby 
□ Slight affection 
□ Moderate affection 
□ Intense affection 
PM4 Regarding my overall level of interaction with the baby I: 
 
□ Feel very guilty that I am not more involved 
□ Feel moderately guilty that I am not more involved 
□ Feel slightly guilty that I am not more involved 
□ I don’t have any guilty feelings regarding this 
PM5 When I interact with the baby I feel: 
 
□ Very incompetent and lacking in confidence 
□ Moderately incompetent and lacking in confidence 
□ Moderately competent and confident 
□ Very competent and confident 
PM6 When I am with the baby I feel tense and anxious: 
 
□ Very Frequently 
□ Frequently 
□ Occasionally 








When I am with the baby and other people are present, I feel proud of the 
baby: 
 
□ Very Frequently 
□ Frequently 
□ Occasionally 
□ Almost never 
PM8 I try to involve myself as much as I possibly can PLAYING with the baby: 
 
□ This is true 
□ This is untrue 
PM9 When I have to leave the baby: 
  
□ I usually feel rather sad (or it’s difficult to leave) 
□ I often feel rather sad (or it’s difficult to leave) 
□ I have mixed feelings of both sadness and relief 
□ I often feel rather relieved (and it’s easy to leave) 
□ I usually feel rather relieved (and it’s easy to leave) 
PM10 When I am with the baby: 
 
□ I always get a lot of enjoyment/satisfaction 
□ I frequently get a lot of enjoyment/satisfaction 
□ I occasionally get a lot of enjoyment/satisfaction 
□ I very rarely get a lot of enjoyment/satisfaction 
PM11 When I am not with the baby, I find myself thinking about the baby: 
 
□ Almost all the time 
□ Very frequently 
□ Frequently 
□ Occasionally 
□ Not at all 
PM12 When I am with the baby: 
 
□ I usually try to prolong the time I spend with him/her 
□ I usually try to shorten the time I spend with him/her 
PM13 When I have been away from the baby for a while and I am about to be with 
him/her again, I usually feel: 
 
□ Intense pleasure at the idea 
□ Moderate pleasure at the idea 
□ Mild pleasure at the idea 
□ No feelings at all about the idea 





PM14 I now think of the baby as: 
 
□ Very much my own baby 
□ A bit like my own baby 
□ Not yet really my own baby 
PM15 Regarding the things that we have had to give up because of the baby: 
 
□ I find that I resent it quite a lot 
□ I find that I resent it a moderate amount 
□ I find that I resent it a bit 
□ I don’t resent it at all 
PM16 Over the past three months, I have felt that I do not have enough time for 
myself or to pursue my own interests: 
 
□ Almost all the time 
□ Very frequently 
□ Occasionally 
□ Not at all 
PM17 Taking care of this baby is a heavy burden of responsibility.  I believe this is: 
 
□ Very much so 
□ Somewhat so 
□ Slightly so 
□ Not at all 
PM18 I trust my own judgement in deciding what the baby needs: 
 
□ Almost never 
□ Occasionally 
□ Most of the time 
□ Almost all the time 
PM19 Usually when I am with the baby: 
 
□ I am very impatient 
□ I am a bit impatient 
□ I am moderately patient 



















 Attended Trauma 
Therapy 
M SD n 
Tolerance Yes, Individual 4.1081 .88452 165 
 Yes, Group 3.7289 .88916 15 
 Yes, Combined 4.0268 .79593 51 
 No 4.2852 .67383 185 
 Total 4.1632 .79400 416 
Acceptance Yes, Individual 3.6719 1.01001 165 
 Yes, Group 3.0178 1.24861 15 
 Yes, Combined 3.5948 1.12766 51 
 No 3.8009 .96001 185 
 Total 3.6962 1.02009 416 
Pleasure Yes, Individual 4.5389 .59390 165 
 Yes, Group 4.1092 .71663 15 
 Yes, Combined 4.4311 .54257 51 
 No 4.5611 .53441 185 
 Total 4.5201 .57164 416 
Competence Yes, Individual 4.3419 .72809 165 
 Yes, Group 3.8253 .92962 15 
 Yes, Combined 4.3141 .66714 51 
 No 4.4411 .63574 185 




Box’s Test of Equality of  
Covariance Matrices 







Levene’s Test of Equality of Error Variances 
 F df1 df2 Sig. 
Tolerance 2.986 3 412 .031 
Acceptance 2.322 3 412 .075 
Pleasure 1.826 3 412 .142 




















Trace .049 1.705 12.000 1233.000 .060 .016 
 Wilks’ 
Lambda .952 1.708 12.000 1082.404 .060 .016 
 Hotelling’s 




















Therapy Tolerance 7.034 3 2.345 3.794 .010 .027 
 Acceptance 9.554 3 3.185 3.107 .026 .022 
 Pleasure 3.306 3 1.102 3.432 .017 .024 
 Competence 5.659 3 1.886 3.972 .008 .028 
Error Tolerance 254.597 412 .618    
 Acceptance 422.286 412 1.025    
 Pleasure 132.304 412 .321    









Multiple Comparisons - Bonferroni 








Std. Error Sig. Lower Bound Upper Bound 
Tolerance Yes, Individual Yes, Group .3792 .21200 .446 -.1828 .9412 
  Yes, Combined .0813 .12594 1.000 -.2526 .4152 
  No -.1771 .08418 .216 -.4003 .0460 
 Yes, Group Yes, Individual -.3792 .21200 .446 -.9412 .1828 
  Yes, Combined -.2979 .23090 1.000 -.9100 .3142 
  No -.5563 .21104 .052 -1.1158 .0031 
 Yes, Combined Yes, Individual -.0813 .12594 1.000 -.4152 .2526 
  Yes, Group .2979 .23090 1.000 -.3142 .9100 
  No -.2584 .12433 .230 -.5880 .0712 
 No Yes, Individual .1771 .08418 .216 -.0460 .4003 
  Yes, Group .5563 .21104 .052 -.0031 1.1158 
  Yes, Combined .2584 .12433 .230 -.0712 .5880 
Acceptance Yes, Individual Yes, Group .6541 .27303 .102 -.0697 1.3779 
  Yes, Combined .0771 .16220 1.000 -.3529 .5072 
  No -.1290 .10841 1.000 -.4164 .1572 
 Yes, Group Yes, Individual -.6541 .27303 .102 -1.3779 .0697 
  Yes, Combined -.5770 .29737 .318 -1.3653 .2113 




















Std. Error Sig. Lower Bound Upper Bound 
 Yes, Combined Yes, Individual -.0771 .16220 1.000 -.5072 .3529 
  Yes, Group .5770 .29737 .318 -.2113 1.3653 
  No -.2061 .16012 1.000 -.6306 .2184 
 No Yes, Individual .1290 .10841 1.000 -.1584 .4164 
  Yes, Group .7831 .27179 .025 .0626 1.5037 
  Yes, Combined .2061 .16012 1.000 -.2184 .6306 
Pleasure Yes, Individual Yes, Group .4198 .15282 .031 .0246 .8349 
  Yes, Combined .1078 .09079 1.000 -.1329 .3485 
  No -.0221 .06068 1.000 -.1830 .1387 
 Yes, Group Yes, Individual -.4289 .15282 .031 -.8349 -.0246 
  Yes, Combined -.3220 .16645 .323 -.7632 .1193 
  No -.4519 .15213 .019 -.8552 -.0486 
 Yes, Combined Yes, Individual -.1078 .09079 1.000 -.3485 .1329 
  Yes, Group .3220 .16645 .323 -.1193 .7632 
  No -.1300 .08962 .887 -.3676 .1076 
 No Yes, Individual .0221 .06068 1.000 -.1387 .1830 
  Yes, Group .4519 .15213 .019 .0486 .8552 
  Yes, Combined .1300 .08962 .887 -.1076 .3676 
Competence Yes, Individual Yes, Group .5166 .18584 .034 .0239 1.0093 
  Yes, Combined .02788 .11041 1.000 -.2649 .3205 




















Sig. Lower Bound 
Upper 
Bound 
 Yes, Group Yes, Individual -.5166 .18584 .034 -1.0093 -.0239 
  Yes, Combined -.4888 .20241 .097 -1.0254 .0478 
  No -.6157** .18500 .006 -1.1062 -.1253 
 Yes, Combined Yes, Individual -.0278 .11041 1.000 -.3205 .2649 
  Yes, Group .4888 .20241 .097 -.0478 1.0254 
  No -.1270 .10899 1.000 -.4159 .1620 
 No Yes, Individual .0991 .07379 1.000 -.0965 .2948 
  Yes, Group .6157** .18500 .006 .1253 1.1062 

















Regression Weights: (Group number 1 – Default model) 
 Estimate S.E. C.R. P Label 
YesNoTherapy  Abuse .234 .048 4.853 ***  
YesNoTherapy  MaritalStatus -.048 .047 -1.022 .307  
YesNoTherapy  Income .000 .000 .866 .386  
YesNoTherapy  RaceGroup2 .049 .049 1.010 .312  
YesNoTherapy  Support -.001 .001 -1.263 .207  
F1  RaceGroup2 -.300 .069 -4.340 ***  
F1  Support -.003 .002 -1.986 .047  
F1  Abuse .274 .070 .3908 ***  
F1  Income .000 .000 -1.750 .080  
F1  YesNoTherapy .126 .069 1.817 .069  
F1  MaritalStatus -.065 .067 -.972 .331  
Tolerance  F1 1.000     
Acceptance  F1 1.085 .071 15.181 ***  
Pleasure  F1 .591 .040 14.682 ***  
Competence  F1 .849 .048 17.643 ***  
 
Standardized Regression Weights: (Group number 1 – Default model) 
 Estimate 
YesNoTherapy  Abuse .231 
YesNoTherapy  MaritalStatus -.049 
YesNoTherapy  Income .041 
YesNoTherapy  RaceGroup2 .048 
YesNoTherapy  Support -.060 
F1  RaceGroup2 -.218 
F1  Support -.099 
F1  Abuse .202 
F1  Income -.087 
F1  YesNoTherapy .094 
F1  MaritalStatus -.049 
Tolerance  F1 .844 
Acceptance  F1 .712 
Pleasure  F1 .692 












Variances: (Group number 1 – Default model) 
 Estimate S.E. C.R. P Label 
Abuse .241 .017 14.405 ***  
RaceGroup2 .236 .016 14.405 ***  
Support 422.126 29.304 14.405 ***  
Income 4853388288848.390 336927133678.519 14.405 ***  
MaritalStatus .250 .017 14.405 ***  
e6 .232 .016 14.405 ***  
e5 .389 .040 9.791 ***  
e1 .180 .021 8.594 ***  
e2 .509 .042 12.056 ***  
e3 .169 .014 12.310 ***  
e4 .160 .017 9.623 ***  
 









Modification Indices (Group number 1 – Default model) 
 
Covariances: (Group number 1 – Default model) 
 M.I. Par Change 
RaceGroup2 <--> MaritralStatus 5.244 .027 
Abuse <--> MaritalStatus 6.377 .030 
e3 <--> e4 10.508 .032 
e2 <--> e4 15.201 -.067 
e1 <--> e3 16.789 -.044 
e1 <--> e2 8.928 .056 
 
Regression Weights: (Group number 1 – Default model) 
 M.I. Par Change 
Competence  Pleasure 5.044 .090 
Competence  Acceptance 6.846 -.059 
Tolerance  Pleasure 8.192 -.127 
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